The surgical anatomy of the inferior oblique muscle deserves mention. It is the shortest extra ocular muscle and it passes between the inferior rectus muscle and the orbital floor to insert at the posterior aspect of the globe from a point 12 mm behind the lateral rectus insertion to a point 2 mm below and lateral to the macula via a short (2 mm) tendon which is intimately related to the lower border of the lateral rectus tendon and muscle. In the inferotemporal quadrant it lies within Tenon's space, is closely applied to the globe and overlies the vortex vein. The fascial sheath of inferior oblique muscle is fused with the inferior rectus muscle sheath and extends to the lateral rectus muscle and the optic From:
Myectomy is preferred by many ophthalmologists for its simplicity and has been proven to be safe, effective and predictable.1-5 The recession procedure is more complex and involves scleral suturing in a posterior aspect of the globe, but has the potential of achieving a graded amount of weakening and ensures easy location of the muscle if re-exploration were necessary. 6 Other less commonly used techni ques include myotomy, Z-myotomy, disinsertion, denervation, extirpation and anterior transposi tion. 7, 9 The surgical anatomy of the inferior oblique muscle deserves mention. It is the shortest extra ocular muscle and it passes between the inferior rectus muscle and the orbital floor to insert at the posterior aspect of the globe from a point 12 mm behind the lateral rectus insertion to a point 2 mm below and lateral to the macula via a short (2 mm) tendon which is intimately related to the lower border of the lateral rectus tendon and muscle. In the inferotemporal quadrant it lies within Tenon's space, is closely applied to the globe and overlies the vortex vein. The fascial sheath of inferior oblique muscle is fused with the inferior rectus muscle sheath and extends to the lateral rectus muscle and the optic (Fig. 2) .
Extend the conjunctival and Tenon's capsule incision in a radial fashion just below the inferior border of the lateral rectus muscle. It is important to (Fig. 3) . (Fig. 4) . (Fig. 6 ). 
Conclusion

SURGICAL MINUTIAE
The emphasis is on the technique of engaging the inferior oblique by approaching below the inferior border of the lateral rectus to avoid damaging the vortex vein and by keeping the eye adducted to prevent the inferior oblique from slipping poster iorly. Finally, and most importantly, it enables direct visualisation and inspection of the triangular space posterior to the inferior oblique for residual slips of muscle, which are notorious for causing persistent overaction.
